Previous latent trajectory studies in adult bereaved people have identified individual differences in reactions postloss. However, prior findings may not reflect the complete picture of distress postloss, because they were focused on depression symptoms following nonviolent death. We examined trajectories of symptom-levels of persistent complex bereavement disorder (PCBD), depression, and posttraumatic stress disorder (PTSD) in a disaster-bereaved sample. We also investigated associations among these trajectories and background and loss-related factors, psychological support, and previous mental health complaints.
INTRODUCTION
A total of 10% to 20% of people develop chronic complaints after the natural death (e.g., illness) of a significant other, including disturbed grief reactions (Lundorff, Holmgren, Zachariae, Farver-Vestergaard, & O'Connor, 2017) , depression, and/or posttraumatic stress disorder (PTSD; Onrust & Cuijpers, 2006) . Disturbed grief reactions causing significant distress and impairments in life are referred to as Persis- Disturbed grief overlaps with depression (e.g., diminished interest, feeling that life is meaningless since the loss; Boelen, van den Bout, & Djelantik, Smid, Kleber, & Boelen, 2017; Heeke, Stammel, Heinrich, & Knaevelsrud, 2017; Lenferink, de Keijser, Smid, Djelantik, & Boelen, 2017; Nickerson et al., 2014) . These studies identified a subgroup of people endorsing elevated grief reactions only and people endorsing grief reactions plus symptoms of depression and/or PTSD. However, these studies did not examine changes in these symptom profiles over time.
Traditional views, assuming that a grief process is characterized by "grief work" (Freud, 1917 (Freud, /1957 Kübler-Ross, 1969; Worden, 1991 Worden, , 2008 have been challenged by, among others, latent trajectory studies. These studies indicated that coping with loss is not merely characterized by a recovery pattern (i.e., initial elevated distress postloss followed by significant decline) or a chronic distress pattern (i.e., chronic high distress levels; Aneshensel, Botticello, & Yamamoto-Mitani, 2004; Galatzer-Levy & Bonanno, 2012; Maccallum, Galatzer-Levy, & Bonanno, 2015; Zhang, Mitchell, Bambauer, Jones, & Prigerson, 2008) . In fact, a resilient pattern (i.e., stable low distress levels) has been found to be the most common response. The least common response was the chronic pattern, demonstrated by 8-17% of the participants.
Prior latent trajectory studies may not provide a full understanding of individual differences in distress postloss for at least two reasons.
First, these studies focused on depression and, therefore, do not shed light on trajectories of PCBD and PTSD. To date, only one latent trajectory study explored grief trajectories postloss, yielding a stable low, intermediate, and elevated grief trajectory (Melhem, Porta, Shamseddeen, Walker Payne, & Brent, 2011) . That study relied on minors and its findings possibly do not generalize to adults. Second, prior trajectory studies primarily focused on people who experienced loss due to illness (Aneshensel et al., 2004; Galatzer-Levy & Bonanno, 2012; Zhang et al., 2008) . Exposure to a violent and/or unexpected death is an important risk factor for disturbed grief (Burke & Neimeyer, 2013) and comorbid PTSD , and is the most commonly reported event that can give rise to PTSD (Benjet et al., 2016) .
A growing body of research has examined trajectories of distress following potentially traumatic events. Based on systematic reviews (Galatzer-Levy, Huang, & Bonanno, 2018; van de Schoot et al., 2018) , the most commonly identified trajectories were resilient, recovery, and chronic patterns across a variety of outcomes, for example, PTSD and depression. Although some of these studies included subgroups exposed to both disaster/war-related stressors and bereavement (see Johannesson, Arinell, & Arnberg, 2015) , it is still uncertain to what extent these findings generalize to samples exclusively comprised of bereaved people.
The present study examined trajectories of symptom-levels of PCBD, depression, and PTSD in people who had lost loved ones in a plane disaster. In line with previous studies (Galatzer-Levy et al., 2018; van de Schoot et al., 2018) , we expected to identify three trajectories for PCBD, depression, and PTSD (subjected to distinct analyses): a resilient, recovery, and chronic pattern. In addition, we explored predictors of trajectories. Because little is known about predictors of subgroups of people displaying different trajectories of PCBD, depression, and PTSD postloss, we included predictors based on their association with postloss distress found in prior studies examining sample means. These studies indicated that people with more severe symptoms are more frequently (i) women (Kristensen, Weisaeth, & Heir, 2010) , (ii) younger of age, (iii) less educated (Burke & Neimeyer, 2013) , (iv) more closely related to the deceased (Kristensen et al., 2010) , and (v) confronted with multiple losses (see Hengst, Smid, & Laban, 2018) . Furthermore, people with more severe symptoms report more prior stressful life events (Johnson & Thompson, 2008) , a history of mental health complaints (Tsai et al., 2016) , and greater help-seeking behaviors (Wijngaards-de Meij et al., 2005) . Last, highly symptomatic people report more impairments in functioning (Kristensen, Weisaeth, Hussain, & Heir, 2015) . In the present study, we explored if bereaved people with different trajectories differed in terms of these variables.
MATERIALS AND METHODS

Participants and procedures
On July 17, 2014 flight MH17, departing from the Netherlands, crashed in the Ukraine due to a missile impact killing all 298 people on board. Ten months later, we started collecting data among adult Dutch people who suffered one or more losses of someone close, including a spouse, family member, friend, or acquaintance due to this disaster.
Three prior studies relied on data of the first wave (Boelen, Djelantik, de Keijser, Lenferink, & Smid, 2018; Lenferink et al., 2017; Velden, Meulen, Lenferink, & Ijzermans, 2018) . In total, 172 participants filled in a questionnaire at least once. For more details about the recruitment strategies see Lenferink et al. (2017) . Data from four waves (W1 through W4) were analyzed for the current study. Data from an additional wave were collected, but due to substantial overlap between this wave and W1 and W2 (see Boelen et al., 2018) , we excluded this wave. In total, 43 people participated in one wave (25.0%), 28 (16.3%) in two waves, 35 (20.3%) in three waves, and 66 (38.4%) in all four waves. Table 1 displays the sample characteristics.
Outcomes
PCBD symptoms were assessed with the 18-item Traumatic Grief Inventory-Self Report (TGI-SR; , which includes 16 items tapping PCBD symptoms, as per DSM-5. In the case of multiple losses, participants were instructed to fill in the TGI-SR while keeping in mind the loss that was most often on their minds and/or was experienced as most stressful. 1 Participants rated the frequency of symptoms (e.g., "I felt a strong longing or yearning for the deceased") during the previous month on 5-point scales (1 = never and 5 = always).
Total scores ranged from 16-80. A cut-off score of ≥54 (i.e., mean item score of 3.0) is indicative of PCBD when using the total score . Because we used 16 out of 18 items, we considered a score of ≥48 (i.e., 54−6 = 48) as the cut-off. Instructions for the TGI-SR were adapted from "the death of your loved one" to "the death of your loved one(s) due to the Ukrainian Plane Crash." Psychometric properties of the TGI-SR are adequate . Cronbach's alphas were 0.89, 0.93, 0.94, and 0.92 for W1 through W4.
Depression symptoms were assessed with the 16-item Quick Inventory of Depressive Symptomatology-Self Report (QIDS-SR; Rush et al., DSM-5 PTSD symptoms were assessed with the 20-item PTSD Checklist for DSM-5 (Blevins, Weathers, Davis, Witte, & Domino, 2015) . 2 Participants rated to what extent they experienced PTSD symptoms during the preceding month, on 5-point Likert scales ranging from 0 = not at all to 4 = extremely (e.g., "In the past month, how much were you bothered by: "Repeated, disturbing, and unwanted memories of the stressful experience""). The loss of loved one(s) in the plane crash was referred to as the anchor event. A score of >32 is indicative of probable PTSD caseness (Krüger-Gottschalk et al., 2017) . The psychometric properties of the posttraumatic stress disorder checklist for DSM-5 are adequate (Blevins et al., 2015) . Cronbach's alphas were 0.93, 0.94, 0.94, and 0.92 at W1 through W4.
Predictors of class membership 2.3.1 Functional impairment
W1 data of the 5-item Work and Social Adjustment Scale (de Graaf et al., 2009; Mundt, Marks, Shear, & Greist, 2002) were used to compare the classes in terms of functional impairment (e.g., difficulties in their ability to work). Higher total scores (0-40) indicated more impairments. Cronbach's alpha was 0.85.
Background and loss-related characteristics
The background and loss-related characteristics included: gender (0 = men, 1 = women), age at time of disaster (in years), educational level (0 = university, 1 = other than university), kinship to the deceased (0 = other than spouse/child, 1 = child/spouse 3 ), and number of losses due to disaster (0 = single loss, 1 = multiple loss). Further, at W1 participants rated whether they experienced 13 potentially stressful life events (e.g., traffic accident; coded as 0 = no, 1 = yes), using the Life Events Scale (van der Velden, van der Burg, Steinmetz, & van den Bout, 1992). The total number of events was included in our analyses.
Psychological support and previous mental health complaints
At W1, we asked whether participants had contact with a care provider from a mental health care institution or psychiatrist, psychologist, or psychotherapist for themselves after the disaster (0 = no, 1 = yes). At W2 (for pragmatic reasons not at W1) participants rated prior psychological complaints: "Have you ever suffered from psychological complaints prior to the plane disaster?" (0 = no, 1 = yes). Because people could (re-)enter the study at W3 and/or W4, we also added this question at W3 and W4.
Statistical analyses
Logistic regression analyses were used to examine differences in background characteristics and W1 symptom severity between those who did versus did not complete W2, W3, or W4 measures.
Latent class growth modeling (LCGM), using summed scores of PCBD, depression, or PTSD separately, was performed using Mplus 8.0 (Muthen & Muthen, 1998 & Vermunt, 2017) . To determine the optimal number of classes, we fit a one-class model followed by increasing numbers of classes. First, models were examined with intercept and slope parameters. Second, quadratic parameters, allowing changes in symptom levels to go faster or slower over time, were added to examine whether this improved model fit. For the sake of model convergence, the variances of the parameters were fixed to zero. Robust maximum-likelihood estimation was used to handle missing data.
The best-fitting model was selected on the basis of the following statistical criteria: (1) solution was also based on interpretability and consistency with prior research (Nylund, Asparouhov, & Muthén, 2007) . After selection of the optimal class solution, participants were assigned to the class with the highest posterior probability estimate. Associations between functional impairment levels and class membership were examined using logistic regression analyses for each outcome in Statistical Package for the Social Sciences version 25. Then, to examine associations between class membership and background variables, univariate logistic regression analyses were carried out, followed by multivariate analyses (including all variables significantly associated with classes in the univariate analyses).
RESULTS
Preliminary analyses
Those who completed W1, but not W2 (B = 1.21, standard error (SE) = 0.38, P = 0.001), W3 (B = 0.93, SE = 0.37, P = 0.012), or W4 (B = 1.07, SE = 0.38, P = 0.005) were more distantly related to the deceased than those who completed these waves. Participants not completing W3 (B = 0.08, SE = 0.04, P = 0.021) or W4 (B = 0.10, SE = 0.04, P = 0.006) reported lower depression levels at W1 compared with those who completed this wave. The groups did not differ in terms of gender, age, kinship, education, number of losses, and PCBD, depression, and PTSD levels at the (other) waves. Table 3 shows overlap in people assigned to different PCBD, depression, and PTSD classes. The largest class that was characterized by chronic distress levels was the Chronic PCBD class (n = 24). All people, except one, who were assigned to the chronic depression class, were also assigned to the chronic PCBD class; six out of 17 people who were assigned to the chronic PTSD class were not assigned to the chronic PCBD class.
Unconditional models for symptom-levels of PCBD, depression, and PTSD
Overlap in class membership
Correlates of class membership
To avoid small group sizes in the logistic regression analyses and to reduce the number of tests, we used binary logistic regression analyses to compare people assigned to the mild and recovered depression classes with people in the chronic depression class, and people in the mild and recovered PTSD classes with people in the chronic PTSD class.
We chose to combine people in the mild and recovered classes, rather than the mild and chronic classes, because we wished to explore risk factors for developing long-term, chronic complaints. For PCBD, the multivariate results showed that people in the chronic PCBD class were 3.71 (P = 0.010) times more likely less educated and were 4.19 (P = 0.017) times more likely to have lost at least a child or spouse than the mild class. Age was significantly related to PCBD class membership in the univariate but not in the multivariate analyses. For depression, only educational level significantly predicted class membership; people in the chronic class were 5.83 (P = 0.039) times more likely to have a lower educational level compared with the mild/recovered class. For PTSD, the multivariate results showed that people in the chronic class were 4.80 (P = 0.009) times more likely to have a lower educational level and 7.71 (P = 0.003) times more likely to have received professional support after the disaster from a mental health care professional than people in the mild/recovered class.
DISCUSSION
Four previous studies examined depression trajectories in bereaved people (Aneshensel et al., 2004; Galatzer-Levy & Bonanno, 2012; Maccallum et al., 2015; Zhang et al., 2008) . This is the first study in which latent trajectories of multiple outcomes, including depression plus PCBD and PTSD, were examined. In doing so, we aimed PCBD, persistent complex bereavement disorder; PTSD, posttraumatic stress disorder.
to enhance our understanding of different symptom profiles following losses caused by a plane disaster. Consistent with our expectations, we found that a three-class model best represented our depression data; a mild (85.6%), recovered (8.2%), and chronic (6.2%) depression class, characterized by stable mild depression levels, relatively high initial depression levels followed by a decline, and moderate depression levels increasing to severe depression levels over time, respectively. As expected, we found similar classes for PTSD: a mild (85.2%), recovered (4.4%), and chronic (10.3%) class. Different from the mild depression class, symptom levels significantly decreased over time in the mild PTSD class. These accords with previous PTSD research ( van de Schoot et al., 2018) . In line with prior research on trajectories of distress following a stressful life event (Galatzer-Levy et al., 2018) , we found that the trajectory characterized by relatively low and stable levels of distress was the most common response.
For PCBD, a two-class solution yielded the best fit, representing a mild (81.8%) class, characterized by subthreshold PCBD levels that decreased over time, and a chronic (18.2%) class, characterized by above threshold PCBD levels that increased over time. We did not identify a recovered pattern, suggesting that PCBD has a more stable course than bereavement-related depression and PTSD. Pending Following Infuna and Luthar (2017) , we used a multidimensional approach, which gives a more complete picture of bereavementrelated distress than prior studies examining only one outcome. Our findings indicate that long-lasting PCBD is more common (18.2%) than chronic bereavement-related depression (6.2%) and PTSD (10.3%). This emphasizes the need for systematic screening of PCBD postloss, apart from focusing on depression and/or PTSD only. In addition, previous trajectory studies focusing on bereavement-related depression, may have overestimated resilient responses (Aneshensel et al., 2004; Galatzer-Levy & Bonanno, 2012; Maccallum et al., 2015; Zhang et al., 2008) . Furthermore, we found that most people in the chronic depression and PTSD class were also assigned to the chronic PCBD class. This indicates that violent/unexpected losses render people prone to comorbid symptoms, which has also been found in prior studies (for an overview see Kristensen, Weisaeth, & Heir, 2012) .
The combination of PCBD with depression and/or PTSD following unexpected and violent deaths has also been referred to as traumatic grief (Smid et al., 2015) . According to a cognitive stress model of traumatic grief (Smid et al., 2015) , people with traumatic grief might benefit most from treatment designed to address comorbidity (see de Heus et al., 2017) . Being more closely related to the deceased was also a unique predictor of the chronic PCBD trajectory. We also found that those who received professional support within 11 months postloss were more likely included in the chronic PTSD class than in the mild/recovered 
